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The Musgrave bequest of £10,000 formed the nucleus of the rebuilding fund,
which was augmented by contributions from many friends of the hospital, and
particularly by the donation of £10,000 from Mrs. Harold Barbour, who laid the
foundation stone in June, 1929, and a donation of £5,000 by Mr. James Rea.
The Board of Management is to be congratulated on the outcome of their
courage in undertaking to build and equip such a much-needed institution during
the period of financial depression through which our country is passing. The fact
that the rebuilding fund has reached the magnificent sum of over £90,000 is indeed
a tribute to their foresight, and should encourage them in their efforts to obtain
the £23,000 still necessary before the hospital can say it is out of debt.
Discussion :
Tonsil Infection in Relation to General Diseases
A DISCUSSION on "Tonsil Infection in Relation to General Diseases" took place at
the ninth meeting of the Ulster Medical Society, held on Thursday, 10th March,
1932. The opening speaker was Professor W. W. D. Thomson.
He began by saying that the idea that the tonsils are of little or no value in the
animal economy is a mistaken one. Not only are the tonsils an integral part of
the great lymphatic system of the body, but they also form part of the reticulo-
endothelial system, the importance of which is now being slowly elucidated.
He then continued: Subepithelial lymph-glands form a ring around the crossing
of the two great routes by which micro-organisms may enter the body-the air-way
and the food-way. Above lies the naso-pharyngeal tonsil, below, the lingual, and
laterally the faucial tonsils. Between these are found smaller groups of lymphoid
tissue, the most important being those which surround the Eustachian tubes and
spread into the fossle of Rosenmuller.
When the naso-pharyngeal tonsil and neighbouring lymphoid tissue become
hypertrophied, adenoids are produced. The situation of this ring of fortifications,
just under the epithelium and at a junction of such strategic importance, points
to the activity of the tonsils in defending the more vital parts of the body. This
point of view is corroborated by their rich blood and nerve supply, by their special
activity during childhood before the immunity acquired by advancing years is
acquired, by their possession of germinal centres for the production of lymphocytes
and by the hypertrophy of other parts of the ring when the faucial tonsils are
removed.
Standing thus in the first-line trenches, the tonsils may be unequal to the strain
put upon them, and may themselves become diseased. What are the signs that
the tonsils have ceased to be a protection and have become instead a source of
potential mischief?
1. The history of repeated attacks of tonsillitis is evidence of repeated failures
to counter the attack of micro-organisms. This is the most important evidence in
favour of their removal.
1522. The calling in of the second line of defence, as shown by the chronic enlarge-
mient of lymphatic glands at the angle of the jaw, indicates a failure of the
protective mechanism of the tonsil.
3. An unhealthy tonsil is irregular in colour and in contour. The crypts may show
inflamed and gaping mouths. On the faucial pillar covering the septic tonsil a
reddish-purple inflamed area is often seen. It is important to remember that a
large tonsil is not necessarily a diseased one, and that often, especially in adults,
the septic tonsil is small and fibrous.
Within ten days of an attack of acute tonsillitis symptoms of acute rheumatism,
acute haemorrhagic nephritis, or erythema nodosum may appear. Although in
nione of these conditions is an exclusive throat wtiology warranted by clinical
evidence, yet in many cases there canl be little doubt that the tonsils are the portal
of entry for the virus concerned. Anid as the percentage of unhealthy throats
among rheumatic children is higher than in non-rheumatic children, removal of the
tonsils would appear theoretically to be the best method of preventing acute
rheumatism with its dread legacy of cardiac disablement.
Although there is some evidenice to show that acute rheumatism occurs less
frequently in tonsillectomisecd children than in those who retain their tonsils, yet
cases of the disease arising subsequenit to tonsillectomy are by no means rare. It is
a peculiar fact that those childreni who (levelop acute rheumatism after removal of
their tonsils are prone to develop chorea rather than endocarditis.
Tonsillectomy performed early in acute rheumatism may lessen the liability to
recurrences, and if carditis has occurred the condition may be ren(dered less severe.
On the other hand, physicians in charge of convalescent hospitals for cardiac
children have pointed out that relapses are not prevented by the tonsil-adenoid
operation.
That tonsillectomy carried out after definite organic lesions in the heart have
occurred is without value, seems quite definite. The danger of the operation in
these cases is that a fresh polyarthritis may be lighted up and a spread of the cardiac
damage precipitated. IThe operation must be regarded as a major one, must be
carried out under ideal conditions, and careful treatment, before and after opera-
tion, should be insisted on.
Acute tonsillitis may also be followed by acute nephritis, especially of the
haemorrhagic variety, or it may produce exacerbations in the chronic forms of
nephritis. In acute haemorrhagic nephritis or acute focal nephritis only a fraction
of the total number of glomeruli are attacked. Frank haematuria at the onset is
a marked feature, and the blood usually clears up in ten days with complete recovery
in the vast majority of cases. If the hwematuria continues, however, removal of
the infected tonsils hastens recovery. In all cases of nephritis with a history of
frequent sore throats or definitely infected tonsils, removal is indicated.
The close relationship between tonsillar sepsis and disease of the ductless
glands, such as diabetes and exophthalmic goitre, can be demonstrated with almost
mathematical precision. The diabetic suffering from an attack of tonsillitis requires
an increase in his insulin to prevent sugar appearing in the urine. After removal
153of a chronic septic tonsil, the insulin requirement may drop to a half or quarter of
the previous amount, and in some cases may even be omitted.
There is a peculiar relationship between the lymphoid tissue of the body and the
thyroid gland. In Graves' disease the lymphatic glands in the neighbourhood of
the thyroid and also in the mediastinum and abdomen are often enlarged and more
vascular than normal. There may be hyperplasia of tonsillar tissue. The removal of
tonsils in this disease should, however, be approached with the greatest caution.
A girl in the Royal Victoria Hospital under treatment for Graves' disease
developed an acute tonsillitis with marked aggravation of all her symptoms. Two
weeks later the left tonsil, which remained septic, was enucleated. An immediate
hoemorrhage resulted which was uncontrollable and fatal. A second case occurred
shortly afterwards, while a third was only saved from imminent death by blood
transfusion.
The incidence of measles, mumps, chicken-pox, and whooping-cough seems to
be considerably increased by tonsillectomy. The attack rate for scarlatina is little
affected, but most physicians consider that the severity of the symptoms is less
in the tonsillectomised. But it is in regard to diphtheria that the most important
observations have been made. Schick and 'T'opper reported that tonsillectomy
converted eighty-two children out of a total hundred from Schick positive reactors
to Schick negative after six months. These results have been corroborated by
Dudley in this country, but several other investigators have failed to find any
increased immunity to diphtheria after tonsillectomy. Dudley points out that the
positive result is due to the fact that in these cases the children had been exposed
to infection; that the removal of the tonsil removed one of the natural immunity
mechanisms used to destroy the toxigenicity of the diphtheria bacillus. The
immunising action of the toxin was thus given free scope and its antigenic action
intensified. In the case of the investigators who found the Schick reaction still
positive after tonsillectomy, the children had not been exposed to infection, and
hence, carrying no diphtheria bacilli in their pharynx, no specific antigen was
available for immunising purposes.
There is weighty evidence that the tonsillar tissue has a special protective action
in regard to the respiratory tract. If this be true, rash removal of the tonsils in
respiratory diseases is to be deprecated. In asthmatic subjects the tonsils should
be removed if definitely diseased. The beneficial results are not startling, but all
other treatment will be useless until the septic tonsils are removed. In other
diseases of the chest, bronchitis, bronchiectasis, recurrent pneumonias, etc., the
tonsils should only be removed if there is a definite association of tonsillitis with
the disease in question.
Figures given by the medical officers of two of the principal boarding-schools in
Great Britain for boys and girls, show that from forty to seventy per cent. of the
boys and girls entering school have had the tonsil-adenoid operation. Can any
reasonable person believe that operation was really necessary in such a large
proportion of children?
154Welch, a pathologist, examined a thousand tonsils removed in Kansas City,
and of these only seven per cent. gave histological evidence of actual inflammation.
Paton, the medical officer of the girls' school referred to, compared the forty-two
per cent. of operation cases with the fifty-eight per cent. of non-operation cases.
His results were not only no better than the rest, but were actually worse in
practically every particular-teeth, postural defects of spine, vision, otorrhcea,
rheumatic manifestations. The only advantage possessed by the operation group
was a lessened incidence of enlarged cervical glands.
In America a vast amount of work has been done on this subject by Kaiser of
Rochester. His first paper was based on an analysis of the complaints of 1,200
children three years after tonsillectomy, compared with 1,200 children with similar
complaints, but in whom operation was refused, but who were also examined three
years later. He claimed that the following conditions were indications for tonsil-
lectomy and adenoidectomy-mouth breathing, frequent attacks of sore throat and
tonsillitis, frequent head colds, persistent enlargement of cervical glands when no
other cause is found, malnutrition, chronic and recurring discharging ears, urtex-
plained fevers in the absence of other cause, the presence of rheumatic manifes-
tations.
Kaiser published a paper four years later in which he compared two groups of
a thousand childlren. This time the operation had been performed ten years
previously, instead of three. His conclusions may be summarised as follows:
1. The real value of the removal of tonsils and adenoids cannot be definitely
established in a few years; apparent benefits during the first few post-operative
years are not so evident over a ten-year period.
2. Outstanding benefits are apparent in influencing the incidence of sore throats
and cervical adenitis over a ten-year period.
3. Some benefit in rendering children less susceptible to scarlet fever and
diphtheria.
4. Acute head colds and otitis media are not benefited over a ten-year period.
5. The respiratory infections such as laryngitis, bronchitis, and pneumonia not
only are not benefited, but actually occur more frequently.
6. First attacks of rheumatic manifestations occur from thirty to fifty per cent.
less often in tonsillectomised children. The greatest reduction occurs in children
tonsillectomised early. Recurrent attacks are not benefited at all.
7. Incomplete tonsillectomies do not offer the same advantages.
8. The hazards of tonsillectomy must be considering evaluating the end results.
With these latter results of Kaiser, said Professor Thomson, I find myself in
close agreement.
Sir Thomas Houston then spoke. He said that in his opinion Professor Thomson
had made out too strong a case against tonsillectomy. He quoted Sir Arbuthnot
Lane's work in the relation between septic tonsils and chronic intestinal conditions,
and pointed out that septic tonsils and adenoids constituted sites for auto-intoxica-
tion. He thought that the great difficulty in treating the condition was in deciding
the best time for the operation of their removal. There was a considerable difference
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a rest and a holiday in order to bring them to the best physical condition before
tonsillectomy. He then described some cases in support of this view. One patient,
a young girl, had suffered from arthritis, and after a preliminary course of vaccine
treatment had had her tonsils removed, with great benefit to her general health and
relief from the arthritis. This case, Sir Thomas said, proved the value of tonsil-
lectomy when performed under suitable conditions. Another case was a lady who
had suffered from arthritis for five years. She had been given vaccine treatment,
which so improved her condition that she went on a holiday to Scotland. But on
her return her arthritis was worse than ever. Her tonsils were removed; this was
followed by a severe reaction, but since then her condition had undergone a great
improvement. Sir Thomas quoted other similar cases, and from them concluded
that the removal of tonsils was sometimes beneficial to patients suffering from
arthritis. He then discussed the relation between septic tonsils and nephritis, and
described cases which had greatly benefited by tonsillectomy. In all the cases
quToted, Sir Thomas laid stress on the importance of getting the patient into good
physical condition before the operation if the best results were to be obtained.
Another point discussed by Sir Thomas was the bacteriology of septic tonsils. He
pointed out that practically every kind of micro-organism had been found, and said
that in his opinion we should not be in a position to differenitiate between the type
of tonsils which should be removed, and the type which should be medically treated,
until our knowledge of the infecting organs became more precise.
Dr. Anderson was the next speaker. He began by dividing his patients into three
age periods: Those less than ten years of age, those between ten and twenty years,
and those over twenty years. During the first period the signs and symptoms are
well known, but there are a few which deserve special mention: lethargy, loss of
appetite, mouthing of food, enuresis, night terrors, cough, and diseases of the ear,
larynx, and lungs. It is worthy of note, he said, that chronically-enlarged tonsils or
marked adenoids have lost their powers, as shown by the greater frequency with
which 'adenoid' children contract diphtheria and scarlet fever. The benefit of
operation in this type of case, Dr. Andersoni stated, cannot be gainsaid, the child
improves in every way, and parents are often surprised at the marked increase in
appetite, and the increased well-being of the child. The tonsils may only be enlarged
during a catarrhal attack, and the examination in quiet intervals is apt to give the
impression that there is no necessity for operation, but constantly recurring colds
are alone sufficient reason for this operation. Another group within the ten-year
period he referred to as "adenoid asthenopia." In this condition the child finds
difficulty with near work, and thus is associated with headache, whilst there is no
refractive error or imbalance of muscle. Operation in these cases is often beneficial.
Between the ages of ten and twenty years the chief complaint is one of tonsillitis
and sore throat.Towards the twentieth year quinsies being to make their appearance.
Dr. Anderson stated that in his opinion repeated attacks of sore throat (tonsillitis)
are a certain indication for the removal of the tonsils, and in the majority of these
cases the operation is a certain cure. There can be no doubt, he continued, that in
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became infected and the condition was repeated, but the methods now employed
render this much less likely to occur. No person who has suffered from quinsy need
have a second attack, as removal of the tonsil, he said, by dissection, is a certain
cure. The third age period opens the controversial end of the subject. The contro-
versy ranges round the question: Can the causative agent of distant infections, i.e.,
rheumatism and its allied conditions, such as nephritis, enter the system through
the tonsil? Dr. Anderson here gave an account of his method of examining the
tonsil in these cases. "I use two tongue depressors; one is made to depress the
tongue, and its tip is made to press firmly against the inferior pole of the tonsil
and raise it slightly. I'he other is pressed firmly against the anterior pillar. Now
if the patient 'gags' the tonsil will be almost dislodged from its bed. 'The crypts
will be made to gape open, and one who does this for the first time will be surprised
how dirty an apparently healthy tonsil will be made to appear. Examination by this
method shows that there is first a cheesy-like and evil-smelling mass squeezed out
of the crypts and from behind the anterior pillar, and especially so if adhesions (as
the result of repeated attacks of inflammation) have formed between the tonsil and
the anterior pillar. 'I'his cheesy mass consists of epithelial debris mixed with
cholestrin, lymphocytes, and leucocytes. Secondly, there is a milky secretion that
seems to pour from all over the surface of the tonsil, an(d my present belief is that
this is the more prone of the two to cause rheumatism. In addition, a valuable aid
to the (liagnosis is a deep red colour of the anterior pillar and thickening and
infection of the lateral band. It may be pointed out that there are many cases of
cheesy-like secretion in the crypts without these developing rheumatism, neuritis,
etc. Apart from distant infections, it was claimed that swallowing of this mess
must be detrimental to health, and many gastric and duodenal conditions must be
caused thereby, as well as anaemia and other conditions.
Dr. Aniderson stated that in his experience cases of nephritis shoulcd receive the
benefit of any doubt that might exist, and the septic tonsils should be removed.
Cases of rheumatoid arthritis, on whorn he had operated, showed beneficial results.
Dr. 'V. S. Gibson then spoke on the operative procedures. He stated that it is
now generally agreed that complete enucleation of the tonsil in its capsule is the
only satisfactory procedure. This enucleation may be done with the guillotinie or by
the dissection method, and in decidinig which of these two methods to employ, two
points should be considered: First-In the majority of cases where tonsillectomy
is required in a child, the indications are local, viz., hypertrophy or local or adjacent
infection, whereas in the adult in many cases distant infection is the reason.
Second-lIl the child there is practically no lingual prolongation of the tonsil,
whereas in the adult there is nearly always a well-marked lingual portion. Because
of these facts, the enucleation by the guillotine is a sufficiently comprehensive
operation in a child. In the adult, on the other hand, it is most important to
remove very completely all the infected tonsil, includinig its lingual portion. 'T'o
accomplish this adequately in every case necessitates the dissection operation.
Also in those cases where there have been repeated severe attacks of tonsillitis
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space render the removal of the tonsil more difficult, and here again the dissection
operation is necessary. The guillotine method is a modification of the Shider
method. The aneesthetic is either closecl ethyl chloride or chloroform and ether on
open mask. The head is not allowed to hang over the end of the table, as this
renders the anterior pillar too taut and makes complete enucleation more
difficult. The guillotine is blunt, and is used more as a volsellum to hold the
tonsil. It is inserted into the mouth like a tongue depressor, and is then passed
below and behind the tonsil, lifting it up. The tonsil is now pushed through the
fenestrum with the thumb or index finger of opposite hand, the guillotine blade
is closed, and separation is effected by twisting guillotine or by a sweep of index
finger between guillotine and tonsil bed.
The dissection method varies widely with different surgeons, and the following
description is the technique which is in use at the Benn Hospital :-The patient is
anaesthetised, and a flexible intra-tracheal catheter is inserted into the trachea by
direct vision through a Magill's larynigeal spatula. The catheter has an opening at
the side of the outer end, anid the patient breathes through the catheter. A
Riverden-Moseley combinecl anesthetic and suction apparatus is used-this drives
the ether vapour into the catheter, and at the same time blood, etc., is sucked up
from the mouth into a second bottle. A sandbag is then placed under the patient's
shoulders, thus extending the head backwards.
A Boyle-Davis gag is inserted. This gag has a tongue spatula which keeps the
tongue out of the way, and by opening the gag to the desired extent an excellent
exposure of the mouth and tonsillar region is obtained. A headlight is worn by
the operator. The tonsil is seized with a volsellum, and it is drawn toward the
middle line. This exposes and puts on the stretch the plica semilunaris-that fold
of mucous membrane which extends from the anterior pillar to the surface of the
tonsil. An incision is made through the plica parallel to the edge of the anterior
pillar. A retractor is inserted through the incision, and the capsule of the tonsil
is exposed. By means of the blunt dissector and the insertion of gauze packing
between the pillar and the capsule, the tonsil is gradually freed. The upper pole is
first freed, and then the dissection by gauze is continued down to the base of the
tongue, and the whole tonsil and its lingual portion are removed.
Dr. Sydney Allison also spoke. He stressed the close relation between acute
tonsillitis and acute hoemorrhagic nephritis. In those cases which did not subside
rapidly, he was in favour of early removal of the tonsils. He believed that this
course was free of serious risk, and that it made a great difference to the subsequent
history of the patient. In the other type of case, the chronic subject of rheumatoid
arthritis, fibrositis, high blood-pressure, etc., he thought that removal of septic
tonsils, though indicated, gave but doubtful results. For some years he had worked
at an English clinic where manv of these cases were admitted for treatment. On
looking back at the cases of arthritis, he found that a big percentage, indeed the
majority, had had their tonsils removed some time before admission, without
apparent benefit; they were still patients.
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the brief time at his dlisposal he had been unable to consult his records fully, but
hlad taken at rand(loml 1:32 cases of children attending the Ulster Hospital whom he
had "sent to the guillotine." Of these thirty-four per cent. had rheumatism
(twenty-twvo per cenit. with lheart disease, twelve per cent. withoult heart disease);
fifteen per cent. had chorea (eleven per cent. with heart disease, four per cent.
withoutt heart disease). Fifteen per cent. showed evidence of tracheo-bronchial
adenitis, nine per cent. recurrent tonsillitis, five per cent. chronic peritonitis, while
the remainder lha(d been tonsillectomised for varying condition such as deafness,
otitis, severe stomatitis, and haemorrhagic nephritis.
While he did niot agree with the statement of Wilkinson of Birmingham that the
onward march of rheumatism could be checked by tonsillectomy, he had never
regretted having tonsils removed; lie was satisfiedi that the tendency to chorea was
indeed increased. He considere(d that the opportune time for tonsillectomy in
haemorrhagic nephritis was when the blood was already commencing to disappear
from the urine, the blood urea contetnt having returned to normal; but suggested
that five minutes couldl be well spent in testing a patient's bleeding-time and
coagulation-time where a tendency to too easy bleeding was suspected.
Mr. MacLaughlin said that in his experience many children with tonsils and
adenoids large enough to cause obstruction to breathing, and the concomitant nasal
and aural complications, needed operation. This was to prevent the laying of the
foundations of subsequent disease, as even if the lymphatic enlargements should
resolve without operation, the damage would already be done.
He also mentiotle(l a group of cases, usually in adults, with vague myositic pains,
usually in the shoulders, which were greatly benefited by the removal of infected
tonsils. He advocated that the patient should be in as good general condition as
possible, and that the tonsils should be renderedl as quiescent as one could by
treatment; under these conditions the patient stood the operation better and was
less liable to complications. He summarised his views on the indications for
removal as follows:-
(1) Local reasons-(a) Obstruction to breathing and swallowing, (b) Quinsy,
(c) Frequent tonsillitis.
(2) Regional reasons-(a) Cervical adenitis (other causes being excluded, if
possible), (b) For chronic ear conditions, (c) For some laryngeal conditions.
(3) Bacteriological reasons.
(4-) As seats of focal sepsis, producing remote effects, in the opinion of the
physician.
He supportedl the view that enucleationi bv guillotinie or dissection, which removed
the entire tonsil, was the only method of any use wheni operating.
Mr. J. R. Wheeler said that one of the commonest sources of inifection was the
ordinary head cold with or without tonsillitis.
A child enters the world with a limited amount of inherited resistance, and has
to acquire immunity from prevailing infections. Thlie common infection in the nose
and throat being streptococci, this area was given a large amount of lymphatic
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tissue begins to atrophy rapidly, the child having obtained an additional amount
of immunity by this time. A few "colds" can be regarded as a normal event in
a child's life, but excessive colds or feverish colds point to an overdose of the toxin,
and suggest that the tonsil has lost its useful function and is now harbouring
infection. This latter type of case is usually benefited greatly by tonsillectomy.
Adenoids are the result, and not the cause, of infection. They should be removed
for nasal obstruction, or for ear complications (deafness, otitis mediae, etc.).
Teaching children how to blow the nose, and also breathing exercises, might do
a great deal to stop the formation of excessive adenoid tissue in the post-nasal space.
The president, Mr. S. T. Irwin, at the end of the discussion, summarised the
points raised as follows:-
I. That if the tonsils are to be removed, it is agreed that complete enucleation
is essential.
II. That the great difficulty is to decide what is meant by a "septic tonsil," as
well as the exact conditions which are likely to benefit by the operation of
tonsillectomy. Physicians and surgeons often disagree on these points, and
tonsils frequently are removed when they have nothing whatever to do with
the patient's illness.
III. That a research should be undertaken at once to trace a series of cases in
whom tonsillectomy had been performed for other than local reasons, to learn
the after-history, and to compare it with that of cases not submitted to
operation. This should afford reliable data which would be of value in deciding
which type of tonsil should be removed and which type left undisturbed. There
is material available at the Royal Victoria and the Children's Hospital upon
which such a research could be carried out. It awaits solution by an energetic
young physician.
APPOINTMENTS
Mr. Maurice B. Lavery, M.Sc., M.B., F.R.C.S., and Mr. J. J. Moriarty,
M.B., B.Ch., have been appointed honorary assistant surgeons on the staff of the
Mater Infirmorum Hospital, Belfast.
Dr. W. R. Abernethy has been appointed Medical Superintendent Officer of
Health for the City of Derry.
ULSTER MEDICAL SOCIETY LIBRARY
THE following books have recently been added to the Library:
Bellingham-Smith and Feiling: Modern Medical Treatment.
Bishop: Arterial Sclerosis.
Clarke: The Fundus of the Human Eye.
Conybeare: Textbook of Medicine.
Fahney: Ante-Natal Care.
Fine: Filterable Virus Diseases in Man.
Jewesbury: Mothercraft.
Wheeler and Jack: Handbook of Medicine.
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